To determine if postpartum depression (PPD) symptoms are more common in newcomer women than in Canadian-born women.
P ostpartum depression is increasingly recognized as having negative affects on the health of the mother, infant, and entire family. 1 The prevalence of this disorder varies across studies; however, a metaanalysis of published articles found PPD to be present in 13% of mothers. 2 Most studies included women born in industrialized countries such as the United States, Canada, England, and Australia. 3, 4 As populations become increasingly mobile, and large numbers of reproductive-age immigrants, refugees, and asylum seekers pursue new lives in developed countries, we decided to look at the prevalence of PPD and PPD symptoms in newcomer women who might be at increased risk, owing to a spectrum of risk factors.
Methods
Four groups of women (65 refugees, 94 nonrefugee immigrants, 109 asylum seekers, and 73 Canadian-born women) speaking any of the study languages and consecutively giving birth in 1 of 10 hospitals in the main receiving cities for immigrants to Canada (Montreal [21%], Toronto [32.8%], and Vancouver [7.7%]) were recruited. Between the 3 cities, there were some variations in the women's countries of origin . Refugees include women who came to Canada within the last 5 years as convention refugees, and women who arrived in Canada, applied for refugee status, and were accepted. Asylum seekers include women who arrived in Canada within the last 5 years, applied for refugee status, and have not yet been accepted. Immigrants include women who came to Canada within the last 5 years as independent immigrants (or as spouses or dependents of independent immigrants), or were sponsored to come through the family reunification program. Immigrants also include women who came to Canada within the last 5 years as students, temporary workers, or as live-in caregivers. Information was gathered about each woman's health, her child's health, demographic information, migration history, PPD, social support, history of abuse, postpartum health concerns, and health and social service use. Information was obtained through interview-assisted questionnaires administered during home visits 7 to 10 days after childbirth, conducted by trained, registered nurses. Questionnaires were available in 13 languages (Arabic, Farsi/Persian, English, French, Mandarin, Cantonese, Punjabi, Russian, Serbo-Croatian, Somali, Spanish, Tamil, and Urdu). Questionnaires included visual analogue scales for pain, the EPDS, 5,6 the Personal Resource Questionnaire 7 (social support was calculated from the total score for 25 items ranked on a 7-point scale dealing with support from family, relatives, friends, groups, systems, and others about personal, emotional, and instrumental social support), and the Abuse Assessment Scale. 8 All translated questionnaires were back-translated and assessed for cultural appropriateness. Additional data on pregnancy, birth, health and social needs, and length of hospital stay were obtained from hospital records. The study received approval from the relevant Research Ethics Boards and women gave informed consent after childbirth.
For each of the 4 groups of interest (refugee, immigrant, asylum seekers, and Canadian-born), we performed descriptive statistics on demographic and health characteristics. We then created a variable based on a cut-off EPDS score of 10, which represents significantly elevated PPD symptoms suggestive of PPD and recommended as a cut-off score in communitybased surveys. 5, 6 Using this new variable, we examined EPDS scores by other measured correlates using Student t tests and chi-square tests as appropriate. We performed a prospective logistic regression model for PPD with 277 women in the model (SAS version 9.1 statistical software). Women with an EPDS ³10 were offered referral to a local mental health service.
Results
The total number of women eligible in Montreal, Toronto, and Vancouver was 719; 495 consented to participate and 341 received home visits. We compared women receiving home visits (341) with women who declined participation (225) or withdrew (142) based on maternal age, gestation of less than 37 weeks, birth weight of less than 2500 grams, primiparity, type of birth, health of infant, absence of health insurance, region of maternal birth, migration status, and city of residence. More Canadian-born women than newcomers declined participation or withdrew. More mothers with low birth weight infants or those who had Caesarean sections or lived in Toronto withdrew. Women were reimbursed for their time. 
Results from the Social Support Scale on the Personal
Resource Questionnaire (question #11a-y) showed that all groups of newcomer women had significantly lower mean social support scores than Canadian-born women (P < 0.001, c 2 , df 3) (see Table 1 ). 8.82 ). All newcomer women were significantly more likely to have an EPDS of ³10 than Canadian-born women, as were women who received less prenatal care (P = 0.03) (small sample size did not allow comparisons between newcomer groups). Visible minority status was associated with a 75% increased risk for EPDS of ³10, although this did not reach statistical significance (OR 1.75; 95%CI, 0.95 to 3.21).
Discussion and Conclusion
Our results confirm that newcomer women have a 3 to almost 5-times increased risk of scoring ³10 on the EPDS, a cut-off point recommended in community studies to indicate a high likelihood of PPD, 5 compared with Canadian-born women.
Although the women in this study were recruited from the 3 Canadian cities receiving the highest number of newcomers, there were some differences in the countries of origin of the women in each city, which might make our results unrepresentative and (or) ungeneralizable to all jurisdictions.
Although a definitive diagnosis of PPD can only be made following an expert clinical examination, these EPDS scores are highly suggestive of PPD. It is possible that the short time after delivery of EPDS administration might have included some women with postpartum blues; however, several studies have confirmed that early elevated EPDS scores are highly predictive of later PPD. 4, 6 Such women should be evaluated for PPD, carefully followed, and if appropriate, referred and treated.
It is not surprising that refugee women, many of whom came from traumatic backgrounds and sometimes spent time in refugee camps, had the highest risk for an EPDS of ³10, compared with Canadian-born women. Immigrant women had an intermediate rise in risk, perhaps reflecting their lack of social support, possible difficulty with language, and unfamiliarity with Canadian life and health care. This increased incidence of PPD symptoms in immigrants has also been reported in Australia, 9, 10 the United Kingdom, 11, 12 and the United States. 13 With a 3-fold increased risk compared with Canadian-born women, asylum seekers had the lowest risk of scoring ³10 on the EPDS among newcomers, perhaps because their uncertain immigration status made them wary of disclosing psychological concerns in case it jeopardized their immigration status. It is also possible that these women were more resilient newcomers. The fact that women who did not seek prenatal care, or who sought it late, were twice as likely to score 10 or more on the EPDS might reflect depression beginning in the antenatal period that reduced their motivation to obtain prenatal care, 1 or may be due to increased hardship and difficulty in accessing health care. 14 We were somewhat surprised that years living in Canada did not increase the risk for a higher EPDS score; however, the 5-year time interval is probably too short to show the effects of acculturation or might reflect "the healthy immigrant effect."
Most importantly, we found that all groups of newcomers with elevated EPDS scores had lower social support scores than Canadian-born women. Surprisingly, other covariables usually associated with low social support, such as living alone and low income, did not appear to increase the risk for an elevated EPDS; however, this may be due to our sample size. While the association between lower social support and the risk for more depressive symptoms is not surprising, given other studies 9,10,13,15-17 and the women's recent geographic dislocation, it offers vital insight into potential social interventions such as by home visitors, peer support groups, and community centres, all of which should be tested for their ability to prevent or alleviate postpartum depressive symptoms in newcomers.
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